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 S 000 INITIAL COMMENTS  S 000

The visit was for investigation of a State 

complaint.

Complaint Number:

IN00175145

Unsubstantiated:  Lack of sufficient evidence.

Date:  7-20/21-15

Facility Number:  006106

Kindred Hospital Indianapolis is in compliance 

with 410 IAC 15-1.5-6, Nursing service, Indiana 

Hospital Licensure Rules.

QA:  cjl 07/22/15
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